Trends of use of different SYSADOA in patients with osteoarthritis: a population-based cohort study  by Prieto-Alhambra, D. et al.
Abstracts / Osteoarthritis and Cartilage 21 (2013) S63–S312S164menopause. The mean age was 56.9  10.7years. The intensity of pain
was >50/100mm in 64.2% of patients, on a visual analogic scale at the
time of diagnosis. Median pain durationwas 1 year (Interquartile range:
7months - 3.5 years). Obesity was present in 52% of patients, hyper-
tension in 37.2% and diabetes in 8.8%. Knee x-ray showed that 35.5% of
patients were beyond grade III according to Kellgen and Lawrence
classiﬁcation. Bilateral bi-compartmental knee osteoarthritis was found
in 38.5% of patients, followed by bilateral tri-compartmental knee
osteoarthritis in 14.2%. Pain intensity did not correlate with radiological
ﬁndings whereas there was a positive correlation between pain and
Lequesne disability index.
Conclusion: Knee osteoarthritis is common in patients in Cameroon.
Most patients present at later stages of the disease with a high disability
index in a setting where access to health care is limited.310
TOTAL JOINT REPLACEMENT DUE TO OSTEOARTHRITIS: THE EFFECT
OF OCCUPATIONAL HISTORY, EDUCATION AND PHYSICAL ACTIVITY.
THE AGES-REYKJAVIK STUDY
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Purpose: The objective of this study was to investigate the relationship
between occupational history, educational status and physical acitvity
and total joint replacements (TJR) due to osteoarthritis.
Methods: Total joint replacements in the knees (TKR) and hips (THR)
were diagnosed with CT scans. They were assumed to be caused by
osteoarthritis after excluding individuals with TJR due to fractures and
inﬂammatory arthritis.
Main occupation of the 5170 participants (2195 male, 2975 female,
mean age 76) from the population based AGES-Reykjavik cohort were
categorized into 9 main categories according to the International
Standard Classiﬁcation of Occupation (ISCO-88). Most frequent job titles
were also analyzed as well as educational status. Physical activity of the
participants was documented with a questionnaire. Participants were
asked if they had and how often they had engaged in light or moderate/
vigorous physical activity in the period age periods of 20-34, 35-49, 50-
65 years old and also in the last 12 months. Examples of light and/or
moderate/vigorous activity were given. Possible answers were never,
seldom, weekly and less than 1hour per week, 1-3 hours per week, 4-7
hours per week and more than 7 hours per week.
Logistic regression analysis was used to estimate the association
between occupation, education and physical activity and TJR’s.
Adjustment was made for age, sex, BMI, bone density and hand
osteoarthritis.
Results: Prevalence of TKR was 223 (4.3%) and THR 316 (6.1%). No
signiﬁcant relationship was between the nine occupational categories
and TJR’s. A few job titles showed increased prevalence of TKR’s espe-
cially personal care workers (n¼98) with OR 2.24(1.22-4.11). Carpenters
(n¼184) had increased prevalence of TKR OR 2.29(1.33-3.96) and THR
OR 1.79(1.07-2.98) compared to other groups. THR’s were common in
farmers (n¼22) OR 4.59(1.74-12.03) but they were few in this urban
population. No signiﬁcant relationship was found between educational
status and TJR’s.
No associationwas found between degrees of physical acivity and TJR in
any age category, but individuals with TJR’s reported less recent phys-
ical activity.
Conclusions: On the whole, occupational history, education and
physical activity seemed to have little or no effect on the prevalence of
TJR’s in this elderly study group. Possible exceptions were personal care
workers, carpenters and farmers. The results also seem to indicate equal
access of this population to surgery in the socialized health care system
in Iceland and in that respect seem to support the notion of TJR as
a valid osteoarthritis endpoint.
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ESTIMATING INCIDENCE AND PREVALENCE OF OSTEOARTHRITIS
(OA) IN ALBERTA USING ADMINISTRATIVE CLAIMS DATA
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Purpose: OA incidence and prevalence is rising due to obesity and
longer life expectancies, which will lead to higher health resource
utilization and have signiﬁcant economic implications. In the course of
developing a system dynamics model aimed at informing OA care
planning in Alberta, we used provincial administrative data to estimate
OA incidence and prevalence, examining the sensitivity of estimates to
different OA case deﬁnitions.
Methods: We obtained Alberta Health and Wellness (AHW) Discharge
Abstract, Physician Claims and Ambulatory Care Classiﬁcation System
data with ICD-9 and ICD-10 OA diagnosis codes (715 and M15-19
codes) identiﬁed in any ﬁeld between 1994 and 2010, as well as
insured patient registry data for the same time period. Base case OA
incidence and prevalence were calculated based on patients with at
least two physician visits within two years which speciﬁed the
aforementioned OA-related ICD codes. Results: The incidence and
prevalence of OA in 2008 were estimated at 7.5 cases/1,000 population
and 87 cases/1,000 population, respectively. OA prevalence was most
affected by the number of years of data used, followed by the number
of physician visits used to deﬁne OA, the number of years between
cases, and the databases applied in the analysis. Prevalence was found
to approach steady-state as the years of data used approached 15,
while using Physician Claims data captured nearly all (98%) of the OA
cases.
Conclusions: Administrative data have limitations but are the only
routinely collected population level source for these estimates. The key
factors that impact incidence and prevalence estimates for OA are the
number of years of historical data and number of visits used in the case
deﬁnition. These estimates most likely underestimate OA prevalence,
but likely capture clinically relevant cases for which patients seek care.
Our ﬁndings are highly valuable for health authorities, as they enable
better prediction of demand for health services in the future across the
continuum of care.312
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Purpose: SYSADOA drugs are recommended in many osteoarthritis
(OA) guidelines, but their actual use conditions are controversial, as
they are considered as nutriceutical products in some countries. In
contrast, SYSADOAs are subsidized in the Spanish national health
system, providing a unique opportunity to explore their utilization in
the national OA population.
We explored a large database including electronic medical records and
pharmacy invoice data from Catalonia (North-East Spain) to describe
clinical characteristics of SYSADOA users when compared to users of the
most commonly used drug for OA in our data (paracetamol).
Secondly, we estimated incidence of use of the three locally available
oral SYSADOA (Chondroitin Sulphate¼CS, Glucosamin, and Diacerein)
in the years 2006-2011.
Methods: Study population and setting: We screened the SIDIAP
Database (www.sidiap.org) to identify participants aged 40 years or
older with a new diagnosis of OA in the period 1/01/2006-31/12/2011
using ICD-10 codes, and ascertained use of paracetamol and SYSADOA
in the same period. SIDIAP contains anonymised medical records and
pharmacy invoice data of a representative >4.9 million people in Cat-
alonia (North-East Spain).
- Measurements and statistical analyses: We assessed clinical
characteristics (including age, gender, body mass index, and
common co-morbid conditions) of SYSADOA users and
compared them to paracetamol users. Then, we calculated
incidence rates (and 99%CI) of new users of each of the three
subsidized SYSADOA drugs among newly diagnosed OA
patients in the study period using a Poisson distribution.
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nosis of OA. Among these, 91,515(32.5%) and 211,844(75.3%) purchased
SYSADOA and paracetamol respectively. Paracetamol users were older
(mean 68.4 VS 63.6 years; p<0.001), and more likely to have comorbid
conditions such as hypertension (56.8% vs 46.9%), type 2 diabetes (19.2%
vs 13.5%), and ischaemic heart disease (4.1% vs 2.1%). Knee OAwas more
common among users of SYSADOA (52.2%) than in paracetamol users
(42.0%).
Incidence of use of Glucosamin and Diacerein decreased from 12.0/100
person-years (99%CI 11.6-12.5) and 4.2/100(4.0-4.5) in 2006 to 5.0/
100(4.6-5.4) and 1.4/100(1.2-1.6) in 2011 respectively. By contrast,
incidence of CS use increased from 9.3/100(8.9-9.7) to 14.1/100(13.4-
14.7) in this same period [Figure].
Conclusions: Almost 1/3 of the newly diagnosed OA patients start
treatment with SYSADOA in Spain. When compared to users of para-
cetamol, new users of SYSADOA are younger, more likely to suffer knee
OA, and have a better cardiovascular risk proﬁle.
Incidence of use of the 3 available oral SYSADOA has changed in the last
few years: while new users of CS increased yearly, numbers of incident
glucosamin and diacerein users have decreased.Ă313
THE EFFECTS OF CEMENT ON ALL-CAUSE MORTALITY FOLLOWING
TOTAL HIP ARTHROPLASTY: THE PRESS-UP COHORT
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Purpose: Mortality is high amongst patients undergoing total hip
arthroplasty (THA). The causes for this may include patient, surgical,
and implant-related variables, but data on these are scarce.
We conducted a retrospective cohort study including information on
patient characteristics from primary care records, and surgical and
implant-related variables from the local joint registry to examine the
association between cement use and mortality following THA surgery.
Methods: Study design and population: We used data from the Catalan
Joint Registry (RACAT), and linked it (85% linked) to computerized
primary care records (SIDIAP Database). We identiﬁed patients aged
>¼40 years undergoing primary THA or resurfacing registered in the
resulting dataset in the period 1/1/2005-31/07/2012.
We excluded patients with a history of hip fracture as indication for
surgery (n¼5,268) and, amongst the remaining, those receiving uni-
monoblock/uni-modular (n¼481), or other (bipolar/tripolar and short-
stem, n¼553) hip implants.
- Outcome: Time from primary THA surgery to death was
primary outcome.
- Main exposure: Use of cement for THA ﬁxation was the main
independent variable, and this was categorized into Cemented
vs Hybrid/Reverse hybrid vs Cementless.
Ă- Potential confounders: we deﬁned a priori a set of potential
confounders, including: type of prosthesis (metal-on-metal
THA, metal-on-polymer THA, ceramics-on-ceramics THA,
ceramics-on-polymer THA, resurfacing), indication for surgery
(osteoarthritis vs rheumatoid arthritis vs other inﬂammatory
arthritides vs others), age, sex, socio-economic status, Charlson
co-morbidity index, alcohol drinking, smoking status, body
mass index, and type 2 diabetes mellitus.
- Analysis: uni and multivariable Cox regression models were
ﬁtted to estimate Hazard Ratio (HR) and 95% Conﬁdence
Interval of mortality post-THA according to cement use
(cemented, hybrid, cementless), as deﬁned above, adjusting for
confounding variables.
Results: 7,690 patients undergoing THA were included, and observed
for a median (inter-quartile range) of 2.7 (1.4-4.4) years. 126/5,104
(2.5%) participants receiving cementless THA died, compared to 67/
1,820 (3.7%) and 60/766 (7.8%) amongst those who had hybrid and
cemented THA respectively (Chi2 p-val<0.001) [Figure].
This was equivalent to age and gender-adjusted HRs of 1.07 [0.79-1.46]
for hybrid and HR 1.76 [1.25-2.47] for cemented procedures. The
observed effect of cemented THA on mortality post-surgery remained
signiﬁcant after multivariable adjustment: HR 1.63 [1.15-2.31].
Conclusions: We have demonstrated that patients undergoing
cemented THA are at 60% higher risk of death in the years following
surgery than those receiving cementless arthroplasty. This effect is
independent of patient clinical characteristics, socio-economic status,
indication for surgery, and prosthesis type. More data on the systemic
effects of cement are urgently needed.314
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Purpose: There is evidence that metabolic factors play an important
role in the natural history of osteoarthritis. Metabolic syndrome is
associated with alterations in inﬂammation, superoxide anion
production, advanced gylcation end products, adipokines, impaired
ﬁbrinolysis which have been shown to effect cartilage, bone, and liga-
ment biology. Recent studies have found a cross sectional relationship
metabolic syndrome and KL grade of knee OA.
